for details, method, and scope of the survey. Briefly, it consisted of a house-to-house canvass of some 12,000 white families in the poorer districts of eight large cities, one group of coal-mining communities, and a group of cotton-mill villages. The records obtained by the canvasses included (a) the economic history of the family in sufficient detail for computing family income for each year from 1929 through 1932, and (b) a record of all illness during the three months immediately preceding the date of the enumerator's visit, in the spring of 1933, with the extent of disability and of medical care for each case.
The sample population discussed in the present paper comprised 28,959 individuals in 6,686 families for which the data were sufficiently complete for computing the actual income for each of the four years from 1929 to 1932. The population was largely of the wage-earning class, a considerable proportion of which had experienced loss of income due to unemployment and wage reductions. In 1929, 10 per cent of the persons surveyed were in families with an annual per capita income of $149 or less; by 1932, 43 per cent were in this class. On the other side of the picture, 42 per cent of the persons were in families with an annual per capita income of $425 or more in 1929, but by 1932 this figure had decreased to 14 per cent.
Medical Care in a Surveyed Group Tables 1 and 2 summarize the data for the entire group. We see that 52.4 per cent of all cases of illness received attendance of some kind during the three-month survey period; 67.7 per cent of disabling 4 illnesses and 30.0 per cent of non-disabling illnesses were attended. Attendance by a physician 5 accounted for the greater part of the care received-51.7 per cent of all illnesses were attended by a physician and 40.8 per cent had no other service except that of a physician. Expressed differently, 99 per cent of the illnesses that received care of any sort had a doctor and in 4 Disabling cases consist of illnesses which prevent the patient from carrying on his or her work, school, or other usual activities. 5 "Physician" includes general practitioner, specialist, surgeon, doctor at public or private clinic, and staff doctor at hospital. It includes also the services of a dentist in connection with illness, and chiropractors, osteopaths, etc., but the amount of this service in connection with illness in the surveyed group was so small as to be negligible. 78 per cent of the cases a doctor was the only attendant, the other 21 per cent having hospital or nursing care in addition to a physician. Considering disabling illness, 67 per cent received the care of a physician and in 49 per cent the doctor was the only attendant. Of all illnesses, 8.4 per cent had hospital care within the three-month survey period and of all disabling illnesses, 14.2 per cent had such care. Excluding cases in hospitals during the entire ninety days of the survey period, principally patients in public mental and tuberculosis sanitariums, 7.4 per cent of all illnesses and 12.4 per cent of disabling illnesses received hospitalization. Attendance by a visiting nurse was received by 3.8 per cent of the illnesses; 2.2 per cent had both visiting nurse and physician within the three-month survey period. The group received a negligible amount of care by a bedside nurse and hence this service is not considered in the tables that follow. 
Comparison with Results of Other Surveys
Comparison with the data of the Committee on the Costs of Medical Care 6 would indicate that the group of wage-earning families here considered received less total care than the lower income groups of that study, $3,000 and under, which correspond most nearly to the survey group herein discussed. In the Committee's group, 66.5 to 80.4 per cent of illnesses during a period of one year received service of some kind (the larger part of this being services of a physician) as compared with our figure of 52.4 per cent. Hospital care, however, is about the same in both surveyed groups-6.6 to 7.4 per cent for the Committee's survey and 7.4 per cent for the present group when cases with ninety days in the hospital (the whole survey period) are excluded. Press, Publication No. 26, 1933. 7 Most of these cases in the hospital the whole ninety days were patients in public mental and tuberculosis sanitariums; few such cases would have been recorded by the Committee's investigators since absent members of the household were not always enumerated.
A survey of the Metropolitan Life Insurance Company 8 in 1915-1917, recording the illnesses among some 600,000 persons on the day of the canvass, indicated that 9.9 per cent of the persons sick and unable to work were in the hospital. This figure varied from 3.0 per cent in North Carolina to 19.3 per cent in Boston; the combined data for the cities of Boston, Kansas City, New York, Pittsburgh, and Trenton give a figure of 13.1 per cent. The proportion of disabling illnesses hospitalized, 14.2 per cent, in the present survey is not far different from these figures of the Metropolitan Life Insurance Company survey. To summarize, comparison of the results of the present study with those of other surveys indicates that the canvassed group received as much hospitalization as is customary for people in these economic classes but probably less care by a doctor. Internal comparisons in the group, as will be shown later, point to the same conclusion.
The present study includes a record of nonresident and dead children of the family heads as well as those living in the household. The true nonresidents were not used in the morbidity study, but the records revealed chronic cases chiefly in mental and tuberculosis hospitals that would otherwise have been residents of the household. Such chronic cases in institutions would only occasionally be reported in a survey that made no special inquiry about nonresident members of the families. 8 Stecker, Margaret Loomis; Frankel, Lee K.; and Dublin, Louis I.: Some Recent Morbidity Data. Metropolitan Life Insurance Co., 1919. 9 However, comparison should be made with caution because of the difference in the time interval covered in the two surveys. The Metropolitan figures for per cent of the illnesses hospitalized would tend to be higher than those of the present survey because the illnesses reported on a one-day canvass are made up of a larger proportion of severe cases of long duration than those reported in a survey that also records illnesses that are now completed but did exist within the longer period covered. On the other hand, a factor tending to make the Metropolitan figures lower than those of the present survey is that the one-day canvass records as hospitalized only those sick persons who were in the hospital on the day of the visit, and the three-month survey records as hospitalized any case that was in the hospital at any time during the three-month period, whether or not in the hospital on the day of the visit. 10 
Illness and 1932 Income
Before discussing economic status and the care received for illness, the incidence of illness in the different economic groups will be considered briefly. Family income per capita has been used as a measure of the wellbeing of the family. For convenience in discussion, the groups are designated as follows: "poor"-under $150 per capita per year; "moderate"-$150-$424 per capita per year; "comfortable"-$425 and over per capita per year. Figure 1 shows illness rates for the canvassed population classified in the foregoing three income groups. Considering disabling illnesses, onset within and prior to the survey period, the "poor" group shows an illness rate 22 per cent higher than the "comfortable" group-152 as against 125 cases per 1,000 persons. Non-disabling illness rates show no apparent association with income. The differences in illness rates are largely due to differences in illnesses having their onset within the survey period; the cases with prior onset (principally chronic) show little change with economic status. Hence percentage difference is greatest when disabling illnesses, onset within the study, are considered. The "poor" group show a rate for these acute disabling illnesses of 108 cases per 1,000 persons which is 35 per cent higher than the rate of the "comfortable" group, 80 cases per 1,000 persons. Tables 3 and 4 give in some detail the attendance for illness by physician, hospital, and visiting nurse in three groups of the surveyed population classified by per capita income in 1932. The per cent of all illnesses receiving the specified service is shown in Table 3 , and the volume of service, that is, physician's or nurse's calls or days of hospital care, is shown in Table 4 in two ways, (a) per 1,000 persons under observation, and (b) per 1,000 cases of all illness. The illness figures used as the base for these rates are all illnesses, whether or not care was received, disabling or non disabling, with onset prior to or within the study. Table 5 gives similar data for the sample population grouped according to change in economic status from 1929 to 1932. No attempt will be made here to discuss the data in detail. Two graphs, Figures 2 and 3 , show that the relations among the data are similar whatever base is employed. The units used in the graphs are the volume of care, expressed as calls or days, received per 1,000 cases of all illnesses whether attended or unattended. The volume of service per 1,000 cases of illness is used rather than the volume per 1,000 persons under observation, as it eliminates the effect of varying illness rates in the different groups. Figure 2 shows two different sequences with increasing economic wellbeing, (1) the total service by physicians increases, and (2) the service by hospitals and visiting nurses decreases. The "poor" evidently get more hospital care and more calls by visiting nurses than the "moderate" and "comfortable" but fewer physicians' calls. Considering first the care by physician, the "poor" received 2,219 calls per 1,000 total illnesses attended or unattended, and the "comfortable" 3,699 calls, or 67 per cent more care. This difference was entirely due to the greater amount of care paid for by the "comfortable" class; this was nearly three and one-half times that of the "poor" group-2,852 calls per 1,000 illnesses as compared with 869. The "poor" group received more than one and one-half times the free care that the "comfortable" group received. In percentages of the total, 61 per cent of all physicians' calls to the "poor" were free, as compared with 33 per cent for the "moderate" and 23 per cent for the "comfortable."
Units of Measurement and Basic Results
Considering hospital service exclusive of cases hospitalized the whole ninety days, the "poor" group received 1,304 days care per 1,000 illnesses (attended or unattended); the "moderate" 1,031; and the "comfortable" 855. Thus the "poor" received a 53 per cent greater volume of care than the "comfortable." The "comfortable," however, paid for more hospital care than the "poor;" "comfortable," 423 days, "poor" 173 days per 1,000 total illnesses-or about two and one-half times as much.
Calls by a visiting nurse were practically all free; the "poor" group received 319 calls per 1,000 cases of illness (attended or unattended) as compared with 62 for the "comfortable" group.
Medical Care and Change in Income
The years between 1929 and 1932 witnessed tremendous changes in family income, largely in a downward direction. Not all of the families that were poverty-stricken in 1932 were accustomed to this misfortune. Considering the 12,500 individuals in families classified as "poor" (under $150 per capita income) in 1932, 23 per cent were poor in 1929, 57 per cent were in moderate circumstances ($150-424 per capita income) in the earlier year, and 20 per cent were classified as comfortable ($425 and over per capita income). It is of interest to examine the medical and hospital care received by groups of individuals classified according to economic status in 1929 and in 1932. This has been done in Figure 3 . Here, for example, the "poor" group in 1932 is now divided into the "chronic poor" who were poor in 1929 and 1932, and two groups of the "depression poor"-those who were "comfortable" in 1929 but "poor" in 1932 and those who were in the "moderate" class in 1929 but were "poor" in 1932. For the whole group which was "poor" in 1932 (Figure 2 ) there were received 2,219 physicians' calls per 1,000 cases of illness, of which 39 per cent was pay and 61 per cent free care. From Figure 3 , we see that the total amount of physicians' care was about the same for the "chronic poor" as for the newly "poor." However, the "poor" who had been "poor" even in 1929 paid for only 24 per cent of the physicians' calls received while the "poor" who had been in the "moderate" class in 1929 paid for 42 per cent and the "poor" who had been in the "comfortable" class paid for 46 per cent of the total calls received.
Considering hospital care, the whole group which was "poor" in 1932 received 1,304 days per 1,000 cases of illness (hospitalized or nonhospitalized). In Figure 3 , it is seen that the "chronic poor" received more hospital service than the "poor" who had been in better circumstances in 1929-1,531 days per 1,000 cases as compared with about 1,250 days per 1,000 cases for both the "comfortable-poor" and "moderatepoor" groups. Of the hospital service received by the "chronic poor," 92 per cent was free as compared with 85 per cent in both classes of the "depression poor." Apparently the "new poor" had not made as good a connection with sources of free care as those who had been in straitened circumstances for a longer period of time.
Care by a visiting nurse showed much the same picture as the hospital care (Fig. 3) .
For further comparisons, we may assume that families which showed little change in economic status between 1929 and 1932 obtained in 1932 about the customary 11 amount of medical care for individuals of their income level and social status. With this idea in mind, we may compare, for example, the group "comfortable" in 1929 and 1932 with the less fortunate group which was in similar circumstances in 1929 but was reduced to poverty by 1932-the "comfortable 1929-poor 1932" group.
It is seen from Figure 3 and Table 5 that the "comfortablecomfortable" received a total of 3,745 physicians' calls per 1,000 cases of illness, a volume of service almost twice that of the "comfortable-poor" group which received 2,113 calls per 1,000 illnesses. A similar comparison shows that the "moderate-moderate" group received more calls per 1,000 illnesses (2,998) than the "moderate-poor" (2,241).
Free care constituted 23 per cent of physicians' calls to the "comfortable-comfortable" and 54 per cent of the calls to the "comfortable-poor"; free care was 35 per cent of physicians' calls to the "moderate-moderate" as compared with 58 per cent of the calls to the "moderate-poor."
The groups which suffered no income reduction during the depression obtained twice to three times the volume of paid physicians' calls and about 20 per cent less free calls than their less fortunate neighbors who suffered heavy reverses. The net result was the receipt of considerably more doctor's care by families with unchanged income.
For hospital care, a different relation is evident. The groups which had remained in the "comfortable" or "moderate" class throughout the four years received less total hospital care than the groups of the "depression poor." For example, the "comfortable-comfortable" show 886 days hospital care per 1,000 cases of illness which is about one-third less volume of care than received by the "comfortable-poor" (1,234 days per 1,000 illnesses). The "moderate-moderate" also received about one-third less volume of hospital service than the "moderate-poor"-833 days as compared with 1,243 days per 1,000 illnesses.
Free care was 51 per cent of total hospital days for the "comfortablecomfortable"; 86 per cent for the "comfortable-poor"; 67 per cent for the "moderate-moderate"; and 84 per cent of the "moderate-poor."
The smaller amount of hospital care received by the classes that suffered little change in economic status is entirely due to the small amount of free care received by these groups as compared with the groups reduced to the poverty level during the depression.
Thus, internal comparisons among various groups of the surveyed population indicate that the "depression poor" obtained more free care of all kinds, less total physicians' care, and more total hospital care and care by a visiting nurse than was received by their neighbors who were in similar economic circumstances in 1929 but did not suffer material loss of income during the depression.
Summary
This paper presents a preliminary analysis of hospital, nursing, and physician's care received by wage-earning families severely affected by the depression. The data were obtained as part of a house-to-house sickness survey in seven large cities. The results indicate that a very large proportion of the total service received by the group was free. The volume of this free care in various groups of the population classified by income was from 25 to 75 per cent of the physician's calls, 50 to 90 per cent of the hospital days, and 60 to 100 per cent of the calls by a visiting nurse. The "chronic poor," a group which were poverty stricken even in 1929, show the largest percentage of free care and the largest total volume of hospital and visiting nurses' service. Families that had suffered loss of income during the depression (the depression poor) received more hospital care, largely free, than families of similar economic status in 1929 that had not lost income. Total care by a physician was less among the poor than among the moderate and comfortable, but here again the poor received more free care. Internal comparisons among the different economic groups indicate that families reduced to poverty between 1929 and 1932 received more free care of all kinds, more total service by hospitals and visiting nurses, and less physician's care than was received by families which remained in moderate or comfortable circumstances throughout the economic depression.
